ever, were described using qualitative terms with no objective criteria to distinguish between normal, mild, and severe anomalies. Notably, fatty infiltration and thinning of the RV free wall, which were thought to be key cardiac magnetic resonance (CMR) features of ARVC since the early 1990s (5), were not included in the 1994 TFC. This exclusion was prescient, as subsequent studies demonstrated low specificity and inconsistent interpretation of fat distribution in ARVC (6) .
The original TFC were revised in 2010 (7) . On the basis of a comparison of 108 probands in the North American ARVC/D Registry and normal control subjects (8) , the revised Task Force Criteria (rTFC) included the same 6 categories (imaging, arrhythmia, depolarization abnormalities, repolarization abnormalities, family history/genetics, and histopathology). However, several quantitative criteria replaced qualitative features, and threshold values were derived to distinguish between minor and major criteria to maximize specificity. In the imaging domain, a finding of regional RV akinesis, dyskinesis, or dyssynchronous contraction remained a requisite subjective criterion; however, objective threshold values for RV dilation and dysfunction were specified.
Nearly all published information on ARVC is in adult patients, which is hardly surprising given that the disease's phenotypic expressions usually begin to manifest in early adulthood. Nonetheless, given the importance of early detection and the common prac- setts. Dr. Geva has reported that he has no relationships relevant to the contents of this paper to disclose. 
